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FAMILY PLANNING TO BENEFIT WHOM? 


Genesis 1:27-28 


So God created men in his own image, in the image of 
God he created him; male and female he created 
them. And God blessed them and God said to them, 
“Be fruitful and multiply, and fill the earth and 
subdue it...” 


Genesis 9:1 
And God blessed Noah and his sons, and said to 


@ivem, 


“Be fruitful and multiply, and fill the earth. ”’ 


The value attached to reproduction, or to family 
continuity, is not peculiar to the Judaeo-Christian 
tradition. Most religions and cultural traditions see 
the continuity of the family as one of the main 
purposes of life. ‘‘If one does not have children, what 
is there to live and work for? ” is not an uncommon 
question. 


“Western developed societies have not been able to 
demonstrate a workable model of social organization 
which could provide social and economic security for 
all, as well as love and affection, in the absence of 
children and the family.” 

(Gelia T. Castillo, CERES 44/1975 p. 32 ff) 


While the value of family continuity is of 
fundamental importance in most societies, the 
dangers of uncontrolled fertility are also experienced 
as a reality in a large number of cultures. Practices, 
customs and taboos designed to regulate conception, 
as well as drugs to induce abortion and traditional 
medicines of reputed contraceptive value are known 
and used by many couples in the developed and 
developing world. Far too little attention has been 
paid to the underlying philosophy and the traditional 
motivation for developing and using these methods of 
fertility regulation. 


Health personnel trained in the Western scientific 
tradition seem to have assumed that not only the 
technology but also the motivation for fertility 
regulation is a recent development. 


“Much research is necessary on the influence of 
African traditions on fertility. In the past, birth 
spacing has been accomplished by taboos on sexual 
relations until a child is weaned, and by social 
pressure — a woman who has her children too close 


together is made fun of in traditional life. Now, with 
urbanization and particularly with the... desire for 
monogamous marriages, these taboos are no longer 
effective. But if the Africans can be persuaded that 
they should look for new ways to implement the old 
aims, | think that this way their fertility can be 
brought into line with the general trends of the 
modern world. Also, | believe that this will provide 
one strong basis for indigenous population policies.” 
(Joseph Boute: Demographic Trends in the Republic 
of Zaire. Occasional Paper Series 1, No. 5, California 
Technical Population Program. 


Concepts like ‘Kwashiokor’ (Ghana), ‘Serathane’ 
(Botswana), and ‘Kesundulan’ (Indonesia) describe 
what happens to the older child when a new sibling 
arrives ‘unspaced’. The existence of such concepts 
are evidence of an empirical understanding among vari- 
Ous societies of the need for some kind of fertil- 
ity regulation. This does not mean that there is 
motivation for fertility limitation. It means that 
fertility regulation is used as a means to protect and 
promote reproduction. This important difference in 
the meaning of the commonly used term ‘family 
planning’ must be recognized and accepted. This is 
particularly relevant in Africa and India. Marie M. 
Mascarenhas makes this point very clearly in her 
article, The Indian Woman’s Ancient Maternal Role 
Must Shape Approach to Family Planing in WORLD 
EDUCATION REPORTS No. 9, 1975. 


“Unfortunately, the approach to the problem of 
overpopulation in India has been devoted from the 
start to discouraging the free practice of motherhood. 
Consequently, contraception has been largely rejected 
by Indian society. It is rejected by the poor because 
only in the exercise of the power of procreation can a 
poor man (or woman, for that matter) win status in 
society. It is the only way in which a farmer living in 
one of the 560,000 villages of rural India can survive, 
for he needs sons to help him plough, sow the /and, 
and draw water. Without access to modern methods 
of cultivation, the Indian farmer ekes out a precarious 
living. Deprive him further by restricting his family 
size, and he is stripped not only of his livelihood but 
also of his social status in the closely knit community 
that is his only world. This situation is reflected 
Statistically in the higher birth rates that prevail in 
rural areas. 


“Even today, the religious element has significant 
impact: the birth of a son is deemed a religious 
necessity for the father’s salvation. There is, 
therefore, a religious reinforcement of the economic 
and social pressure to have a male child. Conse- 
guently, any attempt to limit family size is rejected, 
and, coming as it does in India, from the urban-based 
medical world, it is seen as alien to rural culture and 
needs. 


“Indian family planners must use this deep and 
fundamental belief in the value of children and build 
upon it, stressing motherhood as even more 
meaningful and productive when children are 
properly spaced and limited so that available benefits 
can be divided as abundantly as possible among them. 
Much more emphasis on the needs of children, 
including wanted children, would have a better and 
more positive effect on parental behaviour in 
planning the family. 


“The Indian woman must be motivated to restrict her 
family size in order to secure a better quality of life 
for her child which would, in turn, reinforce her role 
as mother by gaining for her even greater strength in 
the family and the community. 


“In family planning programmes, emphasis has been 
repeatedly placed on the health of a woman and her 
needs and rights. However, even Jawaharal Nehru 
remarked upon the spirit of the Indian woman who, 
he said, represented the spirit of India. In this 
context, no sacrifice is thought of as too great for a 
woman in the exercise of her role as mother. An 
appeal to the Indian mother on the basis of her own 
health or welfare will not succeed in motivating her. 
But an appeal based on the needs and welfare of her 
children will touch her and motivate her to space her 
children and restrict her family size. It is at this 
microlevel of the family that any successful policy of 
family planning in India must begin.” 


The following paragraphs from the World Population 
Conference Plan of Action may serve as guidelines for 
the provision of information and family planning 
services through health programmes: 


§ 74: “All couples and individuals have the basic 
right to decide freely and responsibly the 
number and spacing of their children and to 
have the information, education and means to 
do so.” 


§29: “(Services must)... ensure that family planning, 
medical and related social services aim not only 
at the prevention of unwanted pregnancies, but 
also that all couples may be permitted to 
achieve their desired number of children, and 


that child adoption may be facilitated.” 


In view of the World Population Year called by the 
United Nations for 1974, the Central Committee of 
the World Council of Churches asked a number of its 
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departments to prepare together a substantial report 


(Population Policy, Social Justice and the Quality of 


Life) which could help churches around the world to 
contribute to the search among _ nations for 
appropriate policies. on population questions. The 
paper is available from the Publications Office of the 
World Council of Churches at SF1. The following are 
quotations from the paper: 


“Anxiety about population problems should foster an 
understanding of development wherein social justice 
acquires primacy. Given an unjust social framework, 
increases in the Gross National Product (GNP) will 
strengthen the strong and emasculate the weak. 
Inequality and dehumanization will inevitably 
increase. There is ample evidence from all parts of the 
world that this has been happening. We need new 
social, economic and political institutions based upon 
new social values, which hold man to be more 
important than things, and quality of life more 
important than quantitative accretions. 


“Fear generated by the population explosion ccoms® 
to have pushed policy towards a quantitative rather 
than a qualitative approach: towards reducing 
birthrates without improving social and economic 
conditions. It is assumed that a slower rate of 
population growth will promote a higher rate of 
national saving and make more goods available for the 
needs of the people. Consequently, population 
contro! will contribute to development and human 
welfare. But where is the institutional framework to 
ensure this? Both savings and GNP have increased, 
but more people suffer from deprivation. Efforts to 
reduce birthrates must be undergirded by efforts to 
build a more just and egalitarian social framework. 


“Recent studies relating to Taiwan, Mexico, Turkey, 
Egypt and the India-Pakistan-Bangladesh subconti- 
nent suggest that programmes of social justice in 
particular localities may lead to a decline '@ 
birthrates, while birthrates remain high where growth 
is not governed by social justice. Such indications, if 
confirmed by subsequent research, could bring a 
significant shift in the approach to population 
problems. Instead of stressing economic growth and 
reduction in birthrates as the main preconditions and 
agents of social well-being, improvement in the lot of 
the common man may be seen as essential for an 
effective population policy... 


“.. Concern for population problems in developing 
countries should lead to a reexamination of the 
fundamental nature of their economic objectives. 
Many have more people than readily available 
resources can adequately support; hence the need for 
population. planning. Most of them are avidly 
pursuing economic goals patterned on those of 
affluent nations. Even before coming to grips with 
the existing population problem, they are committing 
their economies to a style of production, consump- 
tion and over-use of resources which has given rise to 


KESUNDULAN (Indonesia) 


This little girl is said to be suffering from 
“Kesundulan”, resulting from weaning because her 
mother became pregnant again too soon. 


(Photo: Sophia Kruyt, MD) 


SERATHANE (Botswana) 


The word “Serathane”’ describes the illness which 
attacks babies whose parents have not observed the 


traditional restrictions on sexual relations after the 
birth of a child. 


(Photo: UNCHR) 
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a new form of the population problem already facing 
developed nations. The demographic concern should 
rather lead developing nations to search for a 
different economic system. 


“Just as distributive injustice within a developing 
economy contributes to the misery of the masses and 
gives a visible face to the population problem, so lack 
of international economic justice contributes to the 
impoverishment of the Third World. Thus, it is 
necessary to consider international economic justice 
as an essential remedial measure for the global 
population problem... 


“..We must not sentimentalize about social justice 
within and among nations, but recognize that it calls 
for many institutional changes. Such changes cannot 
be brought about if we cling to outmoded concepts 
of development, growth and progress. In_ their 
concern for the population problem, the churches 
must give more attention to the social context, the 
need for social justice and for institutions to embody 
cae 


‘.. The information and medical services for family 
planning provided by public and private agencies are 
not likely to get very far, unless they are closely 
linked with substantial efforts to achieve the social, 
economic and psychological changes essential to 
reinforce the motivation of the community and the 
family to regulate the number and spacing of 
children. Examples of such action for change 
conducive to an increase in distributive justice and to 
respect for human rights include: efforts to achieve a 
more just status for women, so that mothers may be 
genuine partners in family and community decisions; 
measures to increase productivity and thus raise the 
level of living and aspirations; programmes for child 
care to reduce infant mortality — the fear of which 
leads many parents to have large families; expanded 
employment opportunities including opportunities 
for women; improved educational opportunities 
linked to suitable prospects of employment; and 
effective old age security so that parents need not be 
totally dependent on their children. 


“A special word is called for on the role of women 
and the need to overcome conditions which continue 
to deny them their full and rightful place in the 
family and society. Any plan to improve the quality 
of life must give careful attention to this under- 
privileged majority of mankind. As those who bear 
children and suffer the consequences of too frequent 
pregnancies, as those who are mainly engaged in child 
care, feeding and preschool training, (and in many 
developing countries production of the preschool and 
family diet), women have a central stake in family 
decisions regarding the number and spacing of 
children. The churches, whose teachings have both 
helped in the partial liberation of women and 
contributed to their traditional subordination, have a 
duty to give more consistent attention to the 


definition and achievement of social justice for 
women. “ 


The role of women in a given society is deeply rooted 
in its social and cultural fabric. Recent socio- 
anthropological research has contributed to our 
understanding, and some of the current thinking is 
summed up in the following paper by Else Skjénsberg 
for the scientific seminar on Women and Develop- 
ment in Mexico, .in preparation for the UN 
International Women’s Year Conference: 


“For an adequate understanding of women’s role in 
development, it may be fruitful to consider 
reproduction of people on a par with production of 
goods and services, as a means for accumulation of 
values like security, respect and well-being... 


“Society does not only produce goods and services. It 
also produces producers of such goods and services. 
The reproduction of people can be analysed in terms 
of existing ‘forces of reproduction’ and ‘relations of 
reproduction’ just as has been done within the field 
of the production of goods and services. The societal 
organization of reproduction has deep impact on a 
given society, just as has the organization of 
production. The enormous importance attached to 
marriage, fertility, motherhood, family, kinship, 
adultery and restriction, particularly of femnaNg, 

sexuality, clearly indicate this. . 


“Reproduction precedes production, but it is the 
modes of production which determine the organiza- 
tion of reproduction, as it lays down whether social 
goods and values primarily must be accumulated 
through production or through reproduction. It is 
accumulation through production that dominates in 
the rich countries, while the poor have little choice 
but to accumulate through reproduction. 


“The status of women and men cannot be adequately 
understood without an analysis of their contribution 
to, and their remuneration for, reproduction. It is 
only women who can bear and breastfeed children. 
This ability, however, has not given women a strong 
position in society. This is a paradox that cannot be 
explained through biological determinism, but only 
through societal power relationships. 


“Men’s participation in reproduction is not tangible 
enough to give them an automatic claim to the 
offspring. However, by controlling women as means 
of reproduction, men achieve contro/ over the 
offspring. Children will grow to become producers 
and reproducers... 


“.. As long as women can only. safeguard their 
position in society by playing the role of means of 
reproduction, the decision to practise family planning 
is not in their control. As long as goods and values 
primarily are accumulated through reproduction 
rather than through production, men will seek to 
contro! women to be able to participate actively in 


accumulation. Thus, it is only by giving men and 
women access to accumulation through production 
that family planning and reduced family sizes become 
a realistic alternative for the family. Family planning 
can, therefore, neither be considered primary, nor 
relevant before an economic system is introduced 
_ making accumulation through production possible. 
The consequences of such a system have adequately 
been demonstrated in the slow population growth in 
the rich countries.” 


“Overpopulation is often presented as an isolated 
problem, whose solution, (by technical means of 
birth control), will bring automatic prosperity. In 
reality, population growth is only one symptom of 
the poverty syndrome. Are we poor because we are 
overpopulated, or overpopulated because we are 
poor? Is it just a coincidence that we are also 
illiterate and unemployed? ’ 


©... thoughts and questions come from Bangladesh, 
from the Gonoshasthya Kendra People’s Health 
Centre. Much of their April 1975 progress report 
deals with the question of family planning: 


“One thing we are recognizing even more clearly is 
’ the negative role of our elitist eduction system in 
relation to development work. One of the great 
hindrances to any solution of our country’s problems 
is the myopic view that ‘educated’ people have of the 
situation. Ensconced in the city, they feel they know 
the correct way and have been destined to restructure 
the ‘ignorant masses’ into It. 


“If the problems of rural Bangladesh are to be so/ved, 
we must see these ‘masses’ as individuals with dignity 
and intelligence, from whom we must have the 
humility to learn if we are not to continue 
ov” ounding their problems... 


“Our village people are no duffers. When it makes 
sense to have fewer children, they will do so. /t /s for 
practical and economic reasons that most are 
choosing, even now, to have many. In the absence of 
a welfare state, the members of a rural family depend 
very heavily on one another. A father sees in his sons 
income for the present, security for the future. In the 
social context to which he belongs, it is a grave risk 
not to have several children. 


“If, then, the demand for family planning in the 
villages is limited, this is for definite reasons, and 
reflects the general problem of rural backwardness 
which we must tackle. We are wrong if we think we 
can change the villager’s mind by mere posters and 
propaganda; he has thought more about the problem 
than we have, and he is, moreover, justifiably 
sceptical of any advice given him by strange 
townsfolk, having been exploited and humiliated time 
and again by urban officials and nabobs who know 
little and care less about him. 


“In practice, we find that a demand for family 
planning does already exist, which has nothing to do 
with the persuasive powers of family planning (FP) 
workers, but is due to the villagers’ own thinking. 
Furthermore, we can see that lack of demand is not 
the immediate obstacle to family planning in 
Bangladesh. 


‘We started our family planning programme in April 
1972, with the Pill — safe, unobtrusive, easily 
accepted as ‘medicine’. As we expected, once they 
had a taste of the new freedom... many women were 
keen to try a more permanent method of birth 
control. 


‘Without hollow preaching, without incentives, we 
have now reached a point where the demand for 
sterilization almost exceeds our capacity to give it. 
Between 13 August 1974, when we started offering 
them, and 14 April 1975, a total of 177 tubal 
ligations have been performed at our centre. A 
further 125 have been performed outside our project 
area, in Mymensingh District, where we_ are 
conducting an experimental extension programme. 


“It can’t be done! ’ would be the reaction of the 
average doctor or FP officer in Bangladesh. To them, 
a tubal ligation means seven days’ hospitalization. 
Few doctors even know how to perform the 
operation, which is not in the medical college 
syllabus: of 40 medical graduates recently inter- 
viewed, none had ever done a tubal ligation, and only 
12 had seen one done. But there are anyway too few 
doctors in rural areas: most are young and 
inexperienced, and baffled by the difficulty of giving 
medical care and family planning advice to a 
population of up to 200,000 (as a Thana Medical 
Officer must do)... 


“Even if only 10% of eligible women in rural areas 
asked for sterilization, it would be impossible to cope 
with them under the present system. 


“In fact, the main limitation to family planning work 
in Bangladesh today lies not in the demand for, but in 
the supply of services ... (and when services are 
offered) ... lack of follow-up is one of the main 
reasons for the failure of family planning programmes 
in Bangladesh hitherto ... 


“To test the feasibility of offering (our outpatient 
tubal ligation) ... in an areas where we were not 
previously known, we agreed to try it in Jamalpur, in 
association with UNICEF, who are running a 
programme for women there. The response has been 
striking. Our team (one doctor and six paramedics), 
operating there two days a week, has been hard 
pressed to deal with up to 23 cases per day. Not only 
that, requests have started to come in from 
neighbouring Thanas. We have recently extended the 
... (services) ... to Sherpur, at the insistence of the 
enthusiastic and grateful local FP team. There must 
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be many such well-intentioned FP workers in 
Bangladesh, who, given a little practical guidance, 
could be delivering an effective family planning 
service instead of succumbing to frustrated boredom. 


“At Jamalpur, we met a man who had walked the 25 
miles from his village to the FP centre five times, 
hoping to have a vasectomy. The FP staff, 
unprepared, had put him off each time. If we had not 
met him, he would still be unoperated — one of 
uncounted thousands of sterilization customers the 
national FP programme is failing to serve. In Dacca, 
we saw a man who had been turned away from a 
well-known FP clinic, because the officials were too 
busy with a conference on population planning to 
bother with individual cases. 


“In Jamalpur again, we operated one woman who had 
asked for a tubal ligation when having a caesarean 
section at a medical college hospital some months 
before. The surgeon had refused, saying that she 
should have a separate operation for it later on. We 
have come across many such cases of wilful or 
incompetent failure to treat FP clients. 


“The formula we have developed should provoke 
serious thought about methods of training and 
delivery of FP services in rural areas. At present, birth 
contro! measures, (let alone the wider implications of 
rural family planning), are not taught in our medical 
colleges. We have seen young graduates floored by 
simple questions like, “Will ligation affect menstrua- 
tion?” By way of contrast — thanks to practical 
training — Runu, one of our paramedics, who can 
scarcely write her own name, performs ligations as 
well as any surgeon. Village FP clients actually prefer 
female paramedics to male doctors. Undoubtedly, 
local paramedics, trained and employed alongside the 
limited number of available doctors, can play a vitally 
important role... Far from offering an incentive 
payment like other FP programmes, a thing which 
puts the whole service on a false basis, we charge Tk 
6* for a tubal ligation. In a few cases, women too 
poor to pay the full amount have found local 
sponsors to make up the balance. 


“Each client who is satisfied with her tubal ligation is 
asked to talk about it to at least five other women. 
One after another, new clients are coming forward, 
showing that the demand for birth control is there, if 
only we can cater to it. Some women are ready to 
walk five miles for a tubal ligation...” 


“Tk 1,00 = US$ 0.12 or £ 0.05 approx. (April 1975) 
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The Gonoshasthya Kendra People’s Health Centre 
makes extensive use of paraprofessional workers in 
the field of rural health and family planning, and 
intends to do the same in their agricultural project. 
The same project also tries to operate educational and 
vocational training projects, especially for women, 
and is involved in other community activites. 


* & 


Church-related health services are challenged by 
society and by their own understanding of the healing 
ministry to offer family planning as a component of 
their programmes. Some have run successful pro- 
grammes for many years. Others have tried to offer 
family planning services, but have found that the — 
communities whom they served seemed to have no 
interest. Others are planning to introduce family 
planning as a new service. Those who have had 
success may have something to share with us, and we 
should be glad to hear about it. 


There is now a large degree of consensus that fami 
planning services belong as an integral component of 
primary health care and must be offered as an 
integrated and continuous service. The separate 
‘family planning clinic’, whether it operates daily, 
weekly or at other intervals, is usually only 
convenient and acceptable -to certain groups of the 
population. When planning a family planning service, 
it may be useful to keep in mind the seven basic 
principles formulated by WHO for the achievement of 
a jointly distributed community-oriented health care 
service. 


We have used the latest version of the seven WHO 
principles, as stated in WHO document A28/9, which 
is the version given in :CONTACT 28, but have 
substituted ‘family planning services’ for ‘primary 
health care’, to get a more vivid impression of what 
integration really entails. © 


“(1) Family planning services should be shaped 
around the life patterns of the population it 
should serve and should meet the needs of the 


community. 


(1!) Family planning services should be an integral 
part of the national health system, and other 
echelons of services should be designed in 
support of the needs of the peripheral level, 
especially as this pertains to technical supply, 


supervision and referral support. 


(1/14 Family planning activities should be fully 


integrated with the activities of other sectors 
involved in community development (agri- 
culture, education, public works, housing and 
communications). 


(IV) The local population should be actively 
involved in the formulation and implemen- 
tation of family planning activities so that 
these can be brought into line with local needs 
and priorities. Decisions upon what are the 
community needs requiring solution should be 
based upon a continuing dialogue between the 
people and the services. 


(V) Family planning services offered should place a 
maximum reliance on available community 
resources, especially those which have hitherto 
remained untapped, and should remain within 
the stringent cost limitations that are present in 
each country. 


(V/) Family planning services should be part of an 
integrated approach of preventive, promotive, 
curative and rehabilitative services for the 
individual, family and community. The balance 
between these services should vary according to 
community needs and may well change over 
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(VII!) The majority of family planning interventions 
should be undertaken at the most peripheral 
practicable level of the health services by 
workers most suitably trained for performing 
these activities.” 


Marit Kromberg, MD 
Consultant, CMC 


* * 
Books and periodicals which may be useful: 


International Planned Parenthood Federation, 18-20 
Lower Regent Street, London, SW1Y 4PW, England: 


Family Planning for Midwives and Nurses, (1971), in 
ou" French and Spanish. $1.25. 


Family Planning Handbook for Doctors, (1974), in 
English, French and Spanish. $3.75. 


World List of Family Planning Agencies. $0.30. 


The Relationship between Family Size and Maternal 
and Child Health, (1970), in English and French. 
$1.00. 


World Health Organization: Avenue Appia, 1211 


Geneva 27, Switzerland: 


Technical Reports Series no. 575, Advances in 
Methods of Fertility Regulation, (1975) in English, 
French and Spanish. SF6.00. 


East African Publishing House, PO Box 30571, 
Nairobi, Kenya: 


Cultural Source Materials for Population Planning in 
East Africa, Vol. I-IV, (1972), by Angela Molnos. 


CMC NOTES 


A worthwhile organization to get in touch with is 
WORLD NEIGHBORS, a group of unusual scope that 
characterizes itself as ‘’a non-governmental, non- 
sectarian, world-wide people-to-people movement, 
building understanding through cooperative self-help 
projects in newly developing nations.’’ Formed in 
1951, its efforts have been development-oriented, 
helping people to move toward full self-reliance. Its 
major concerns have been the relief of hunger, 
improvement of health and the increase of local 
income, with a more recent extension into family 
planning. To accomplish these goals, WORLD 
NEIGHBORS workers in communities of many 
nations plan and work together with their ‘neigh- 
bours’ in projects for improved agriculture, fishing, 
local craft and small industry, water development, 
nutrition education, animal husbandry, pest control 
and the like, training community leadership to extend 
the effort into one promoting better lives through 
total community involvement. 


A major activity of WORLD NEIGHBORS involves 
the production of audiovisual material and teaching 
aids, ‘How-to-do-it’ guides for home and community 
craft, and other education aids in support of its field 
activities. These are available to all workers who share 
the same concerns in development. Excellent 
filmstrips and scripts as well as books may be 
obtained from the organization’s international head- 
quaters in Oklahoma, USA. 


In relation to the main theme of this issue of 
CONTACT, a manual for family planning field 
workers is now available: INTRODUCING FAMILY 
PLANNING IN YOUR NEIGHBORHOOD. Published 
only in English at the moment, the manual costs 
US$2.50 per copy. For an order of 10 copies or 
more, the price is US$2.00 per copy. Audiovisual aids 
dealing with family planning are available in a variety 
of formats with orientation to geographic differences 
to make them more relevant. A full catalogue of 
filmstrips and source material on health and family 
planning is obtainable on request for US$5.00. Those 
who work in English and Spanish will find this 
particularly useful, and it also lists some material for 
those who use Portuguese or French. 


Address all communications, inquiries and orders to: 


WORLD NEIGHBORS, 

International Headquarters, 

5116, North Portland Avenue, 

Oklahoma City, Oklahoma 73112, 

USA. 

(NB: Additional sources of audiovisual material and 

teaching aids were listed in CONTACT 18, 
December 1973). 


Are you looking for a good but short reference book 
to help you deal with the many dental problems that 
unprepared health workers in the field inevitably have 
to face? The Medical Missionary Association of 
London has published just such a book. It is called, 
SIMPLE DENTAL CARE FOR RURAL HOS- 
PITALS, by David J. Halestrap. This is now available 
in both English and French. Ideally, it should serve as 
a reference to those who have had some clinical 
instruction, however brief, from a practising dentist. 
However, for those who must cope unaided with the 
full range of health problems in remote areas, it is an 
excellent guide. It includes well-illustrated sections on 
the anatomy and diseases of the oral cavity, keeping 
the teeth clean, tooth extractions and complications 
after extraction, as well as a final section showing the 
construction of a simple dental chair. The book has 
26 pages and costs £0.40. Copies can be obtained 
from: 

The Medical Missionary Association, 

6 Canonbury Place, 

London, N1 2NJ, 

England. 


HEALTH IS FOR PEOPLE, by Michael Wilson, MD, 
MRCP: Doctors, hospitals and the health care services 
are overworked, and criticized. Perhaps one root of 
the trouble is that we have become disease-oriented 
instead of health-oriented. Doctors are trained to 
remove diseases rather than promote the health of the 
whole man. The author was formerly a medical 
missionary in Ghana and was ordained as a 
clergyman. He became Lecturer at St Martin in the 
Fields Church in Trafalgar Square, London, and later 
joined the late Dr R.Lambourne in developing a 
course of pastoral studies at the University of 
Birmingham, where he now directs the programme. 
Qualified medically and theologically then, Dr Wilson 
draws on wide experience in Britain, Africa and 
elsewhere to put forward new ideas about health 
which have practical implications, ranging from the 
training of doctors and nurses, through the mechanics 
of the national health service locally and nationally to 
the changing of the climate of opinion in society. 
This book, for students, decision-makers and a wide 
range of readers concerned to understand health, 
costs £1.95, and is obtainable from local bookshops 
or from the publisher, Darton, Longman and Todd 
Ltd., 85 Gloucester Road, London, SW7 4SU, 
England. 


EAST AFRICAN MEDICAL RESEARCH COUNCIL 
23RD ANNUAL SCIENTIFIC CONFERENCE 1976 
NAIROBI, KENYA, 2-7 FEBRUARY 1976 


“The Application of Medical Research to the Delivery 
of HEALTH CARE AND THE CONTROL OF 
COMMUNICABLE DISEASES” 


Papers and discussions will be directed towards 
medical research, the delivery of health care, 
and the control of communicable diseases, 
including vector-borne, parasitic, bacterial and 
viral diseases and also zoonoses. 


Further information may be obtained from: 
The Convenors, 
East African Medical Research Council, 
Annual Scientific Conference 1976, 
Nairobi, 
Kenya. 


(Photos by courtesy of UNCHR) 
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